Peritoneal dialysis in children was first described by Swan and Gordon in 1949.' Since then it has been used successfully for the short term treatment of 2 3 4 acute renal failure, intoxication states, and metabolic abnormalities.5 6 9 4
Haemolytic uraemic syndrome bleeding in 4%, and peritonitis in 16%, of the 24 children in their series who underwent acute peritoneal dialysis after cardiopulmonary bypass operations. 13 We achieved a significant reduction in outflow obstruction with the Tenckhoff catheter. There was also a slight reduction in other mechanical complications although the difference was not significant. Our failure to achieve significance may be due to the small number of patients in the series and the low incidence of complications.
The advantage of the Tenckhoff catheter became more obvious when we considered the number of patients who required a change of catheter or had a catheter removed due to complications. Our study showed that the likelihood of complications was 1-9 times greater with the Trocath than with the Tenckhoff catheter (0-19 versus 0-10, respectively).
If we accept the increased number of mechanical problems with the Trocath catheter, however, and are prepared to replace it when indicated, patients can be dialysed effectively with either catheter, as shown by the similar outcome in our two groups. Although the Tenckhoff catheter led to fewer complications, it did not eliminate them, especially the life threatening problems such as peritonitis. Ironically the only catheter related death in our series occurred in a patient dialysed with the Tenckhoff catheter.
We attempted to minimise errors due to selection bias by including in our study all available patients who met our preset criteria and by explicitly defining complications and the time period of the study to maintain consistency throughout. Nevertheless some complications may have been missed because not all charts were available for review and some complications may not have been documented. This 
